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Lastly, 3 cases of compression fracture of the lumbar spine with associated abdominal symptoms and signs were admitted; they complained of abdominal pain, while examination of the abdomen revealed board-like rigidity and tenderness simulating an acute abdomen; however, their general con4lition was good and there was no free fluid in abdomen, no diminished liver dullness or tenderness Per rectutm. During the next twenty-four hours a certain amount of abdominal distension occurred which responded to continuous gastric suction, &c., and from here on the abdominal condition gradually cubsided and disappeared.
Looking back through records of cases seen in the past I remember a woman admitted to hospital in a moribund condition suffering from abdominal pain and tenderness following on an injury to her back; before anything in the nature of resuscitation could be performed she died. Post-mortem revealed a fractured spine with extensive retroperitoneal hoemorrhage. A similar case was recently under the. care of a colleague at the Port Ihospital where there was an extensive retroperitoneal h,tmorrhage but no intra-abdominal lesion to account for the abdominal symptoms. Therefore I venture to suggest that the cause of these complicating abdominal signs and symptoms in cases of fractured lumbar spine is probably due to an extensive retroperitoneal haemorrhage which is found in the first few hours after sustaining a compression fracture of one of the lumbar vertebrae causing irritation of the posterior parietal peritoneum. Distractionz of vertebral bodies by plaster bed.-During the active progressive phase of tuberculosis of the spine it is necessarv to separate the diseased vertebral bodies and to hold them immobilized. It is possible to achieve this with precision by means of a plaster bed. The patient is laid on his face. Pieces of felt are laid on the patient's back above and below the kyphos, so that a flat surface is formed. A complete layer of felt is then laid over all from the base of the neck to the bend of the knees. Plaster is applied and moulded in as well as possible ( fig. 1 ).
FIG. 1.
When the plaster has set and been mounted on a wooden frame, the additional pieces of felt are removed: the plaster is smoothed, and a small gutter made for the apex of the kyphos, if it is sharp. A felt lining is left in. The patient's back becomes moulded to the shape of the bed as he lies in it. Forces acting on the kyphos effect distraction of the vertebrae in this situation. The patient lies on his back and these plaster beds are very comfortable (figs. 2 and 3). Head and pelvic tractiont.-When there is a cervico-dorsal or high dorsal disease or when there is paraplegia the employment of head ancd pelvic traction in addition to a plaster bed of the above type is advisable. This traction can be applied by means of webbing straps. In the appliance for the head it is very important that the strap going below the occiput meets the strap going round the forehead at an angle above e.tch ear. The lateral straps pull vertically on the jtunction of the occipital and forehead straps, so that the obtuse angle becomes less obtuse and the head is gripped (see fig. 4 ). The pelvic belt should be fitted rouild the waist so that it covers the iliac crests. In addition to the ordinary buckles, an oblique strap is added on each side. Each of these pull the belt in above each iliac crest, so that traction is made against the iliac crest and no amount of force can dislodge it (see fig. 5 ). I am indebted to Sir Henry Gauvain who taught me the use of this appliance.
Adhesive traction to limb.-Dr. W. T. Gordon Pugh taught that adhesive strapping should not be applied to a limb in lateral strips, as oblique wrinkling of the skin is caused and early sore formation. Application of adhesive material in the form of a sleeve gives better results. The method to be described I first saw Mr. E. S. Evans use at Carshalton.
Two pieces of stockinet are fitted to the limb reaching from the upper part of the thigh to half-way down the calf. They are sewn together at their lower or distal ends. To the circumference of this junction of the lower ends of the stockinet are attached DEC.-ORTH. 2* two strips of finely woven brown holland. Each strip is shaped to half the circumference of the stockinet, one on each side. The other ends of the holland strips are shaped to pass through slots in the stirrup or foot-piece to which the weight can is attached. Each of the two layers of stockinet is then rolled back from its upper end to its lower, in the form of a cuff.
Adhesive paste is then applied to the limb. The first layer of paste is painted on the skin. The lower layer of stockinet is unrolled over the paste up the limb. A second layer of paste is applied over this layer of stockinet. Then the second cuff of stockinet is unrolled up the limb. Thus finally over the skin the layers are, first paste, then stockinet, then paste again, then stockinet again (see fig. 12, Nursing Mirror, 1943, Suppl. Oct. 30, vol. 78) . The formula for the paste used is given in B6hler's book and is similar to Unna's except that there is a higher percentage of gelatine. The formula is: Zinc oxide I lb.; Gelatine 2 lb.; Glycerine 4 lb.; Water 3 lb.
The paste comes from the dispensary in the form of a cake and has to be melted down. This method has been used in certain hospitals for skin traction on amputation stumps.
Traction to reduce flexion deformity of the knee.-This method is especiallv useful in that it prevents backward displacement of the head of the tibia, or if that is present already, it reduces it. A Thomas' splint is fitted to the limb with a bend at the knee slightly less than the angle of the deformity. Body-weight traction is applied, care being taken to keep a tight band behind the tibial head. In this position the patient's weight exerts considerable pressule through the band across the splint behind the tibial head. The angle of the splint is decreased each day (see fig. 15, Nursing Mirror, 1943, Suppl. Oct. 30, vol. 78).
